Diabetes at Work is a qualitative grounded-theory pilot study designed to examine the factors impacting older adults' experience managing diabetes in the workplace and maintaining gainful employment. Six working adults, 55 years and older, with Type 2 diabetes were interviewed from a symbolic interactionist perspective using grounded-theory methodology. Categories that arose from this study included minimalization, fearing the future, and taking up diabetes self-management at work. The results provide insight for occupational health nurses about the issues faced by older workers with chronic disease, a starting point for planning future interventions with this potentially vulnerable population.
T he United States is in the midst of an unprecedented demographic shift-America is graying as the largest cohort in history reaches late middle age and contemplates retirement. The concurrent decrease in the birth rate is leading to insufficient workers for essential jobs (Dychtwald, Erickson, & Morison, 2006) . The presence of chronic disease and its impact on individuals' ability to work becomes more important as Americans live longer and a growing segment of the population has the financial need to continue working longer than their parents or grandparents.
Type 2 diabetes mellitus is one chronic disease that has reached epidemic proportions. The significant impact of Type 2 diabetes mellitus on Americans is well-known. The Centers for Disease Control and Prevention (CDC, 2008) reports that approximately 54 million people in the United States have pre-diabetes and almost 21 million have diabetes, placing nearly 25% of the population at risk for complications. Type 2 diabetes disproportionately affects older individuals , with 20.9% of those older than 60 diagnosed with the disease. Type 2 diabetes mellitus is the sixth leading cause of death, with· significant underreporting known (Broom & Whittaker, 2004; CDC, 2005) , and represents a significant disease burden for the U.S. economy (Herman, 2011 ; Hogan, Dall, & Nikolov, 2003) . The complications of diabetes are well documented-macro-and micro-vascular diseases such as heart disease , stroke, hypertension, retinopathy, kidney disease, both peripheral and central neuropathies, and amputations-and have significant potential to negatively impact gainful employment (CDC, 2005) . The risk for heart disease in individuals with diabetes is so high that its presence is equated with existing heart disease in individuals without diabetes when determining risk for myocardial infarction (Grundy et aI., 2004) .
Applying Research to Practice
U.S. demographic shifts and economic realities necessitate retaining older workers in the workplace. Effective self-management of chronic disease is essential to maintain productivity and ability to work. Older individuals with Type 2 diabetes often minimizethe effects of diabetes on work, yet they fear the future impact of the disease and its complications in relation to ability to continue working. The extent to which diabetes self-management is taken up at work by older workers withType 2 diabetes varies. Diabetes self-management has implicationsfor progression of the disease and the occurrence of complications. Glycemic control is needed at work and at home. Occupational health nurses can support diabetes self-management and ensure necessary accommodation to maintain gainful employment.
Diabetes requires significant self-management activities that are critical to slowing disease progression and preventing complications (Mulcahy et al., 2003) . Because effective diabetes control and prevention of morbidity and mortality depends heavily on self-management of the disease, identifying and reducing barriers and strengthening facilitators to self-management are essential nursing strategies (Glasgow, Toobert, & Gilette, 2001) .
DIABETES AND WORK
Working adults commonly spend 40 or more hours per week at work, a significant number of workers' waking hours. Diabetes self-management activities must be assimilated into their work schedules as consistently as at home to maintain glycemic control. In a 3D-day period, adults with diabetes reported an average of 8.3 days of poor physical health and 2.8 days of poor mental health, compared to 3.0 and 1.8 days, respectively, for matched survey respondents without diabetes. The unemployment rate was 16% for those with diabetes, compared to 3% for matched respondents without diabetes. These data point to the negative impact diabetes has on individuals' working lives and productivity (Valdmanis, Smith, & Page, 2001) .
Studies specifically addressing diabetes in the workplace (Weijman et al., 2004 (Weijman et al., , 2005 examined the role of work-related Gob demand, control, and support) and personal (diabetes management self-efficacy and coping style) factors for individuals with diabetes who take insulin. Work-related factors found to have a relationship to diabetes self-management included higher workloads associated with more frequent insulin dose adjustments, viewing insulin therapy as burdensome , and social support at work. Diabetes self-management at work was also perceived as burdensome (Weijman et al., 2004) .
Although little is known about barriers to effective diabetes self-management in the workplace (Vijan, Hayward , Ronis, & Hofer, 2005) , Chesla, Skaff, Bartz, Mullan, and Fisher (2000) found that future worries about ability to work were reported by 17% of European Americans and 23% of Latinos. Fatigue and decreased energy were reported by 35% of European Americans and by 65% of Latinos. McMahon , West, Mansouri, and Belongia (2005) found proportionally more discrimination allegations by individuals with diabetes were related to job retention (discharge , constructive discharge , job suspension and discipline) when compared to a standard reference group. Others reported difficulty securing and maintaining jobs, which was attributed to discrimination due to diabetes (Broom & Whittaker, 2004) .
These studies raise questions about the experiences of individuals with Type 2 diabetes at work. Few studies have explored the processes that impact individuals' experiences and perceptions of the difficulties they face in the workplace managing diabetes and maintaining employment. Research on the experience of older workers with chronic diseases is a major gap in the literature.
The purpose of this article is to describe the findings of the Diabetes at Work pilot study and identify implications for occupational health nurses. Future directions of this research are also discussed.
METHODOLOGY

Design
Diabetes at Work was a qualitative grounded-theory pilot study designed to examine factors impacting older individuals ' experiences managing diabetes in the workplace and maintaining gainful employment. The research questions addressed in this study were "What is the process of diabetes self-management in the workplace for individuals with Type 2 diabetes older than the age of 55? Do these processes reduce or maintain the likelihood of continued gainful employment?"
The study used grounded-theory qualitative inquiry based on symbolic interactionism and social constructivism (Charmaz, 2006; Clarke, 2005) . These theoretical underpinnings were appropriate for the study's examination of processes within the work environment. Starting from the basic tenets of symbolic interactionism-individuals act based on meanings they attach to things or events, meaning arises out of the process of social interaction, and an interpretation process occurs that is always contingent and constantly reevaluated based on social interaction (Blumer, 1969a )-the experience of an individual with diabetes in the workplace can be considered. A social constructionist view of illness adds value to this research as it brings forth what is unrecognized and taken for granted to be recognized as problematic (Bury, 1986) .
The study was approved by the University of California San Francisco Committee on Human Research. Data collection included prior informed consent, completion of a demographic form, dig itally recorded interviews, and participant observation during the interview process.
Sample and Setting
Six individuals met the inclusion criteria: self-reported Type 2 diabetes, age of 55 or older, currently employed, and engaged in some form of diabetes self-management or been recommended to do so by health care providers. These participants were recruited through referrals from a local professional organization of occupational health nurses, a large northern California medical group, and the University of California San Francisco School of Nursing. Participants' ages ranged from 58 to 70 years (M = 63), with four men and two women. Three participants had graduate degrees, but all had at least some college education. Five participants were working full-time and one was working part-time. Four had professional jobs, one was in sales, and one was employed as a coach in an educational setting. Half the participants were working "post-retirement" and half had not yet retired. Two participants had Type 2 diabetes between 2 and 5 years, two between 6 and 10 years, one between 16 and 20 years, and one for more than 20 years. Half the participants took insulin as part of their medication regimen, and two anticipated starting insulin in the near future. All participants were taking additional medication for comorbidities such as hypertension.
Data Collection and Analysis
A semi-structured interview guide and probes were used to interview participants. Interviews lasted from 45 to 90 minutes. Data from interviews and field notes were transcribed verbatim into Microsoft® Word. Data analysis began with the first recorded interview and continued throughout the study employing a qualitative data analysis program, Atlas.ti version 5. Constant comparison techniques were used throughout the data collection and analysis phase in which the researcher was looking for similarities and differences in meaning by comparing what was said by participants within each interview and across all interviews (Charmaz, 2006) . Initial coding on all interview transcripts, known as open coding in grounded-theory methodology, was done line-by-line and chunk-by-chunk (larger segments of text), as recommended by Charmaz (2006) and Clarke (2005) . The open coding process involves looking for all possible meanings contained within the text and developing provisional codes based on the data. Open coding was enhanced by discussion of these initial codes among select peer colleagues participating in an Advanced Qualitative Methods coding group and grounded-theory faculty mentors who engage in and publish grounded-theory studies. Axial coding followed, wherein codes were refined and dimensionalized and then collapsed into fewer codes when similarities between various open codes were identified. Dimensionalizing codes is a major part of the axial coding phase in which each code is examined for the conditions under which it occurs, interactions that are present, strategies that are revealed, and consequences that follow any actions. The codes that resulted from the axial coding process were then subsumed into major categories by selective coding, a process by which core AAOHN JOURNAL· VOL. 59, NO.5, 2011 codes are identified and further coding selectively looks for data that support the core codes (Charmaz, 2006; Strauss, 1987; Strauss & Corbin, 1994) . Each transcript was analyzed multiple times as categories were identified; final coding consistency was verified in light of the final major categories. Final coding is the process in which core categories identified through the coding process are evaluated to meet criteria of being central to the research, recurring often with identifiable patterns, having connections with other categories, and being fully developed as a category (Strauss, 1987) . Methodological rigor was achieved by scrupulously following the techniques for grounded-theory methodology outlined by Charmaz (2006) and Clarke (2005) that have been previously described in this article. Additionally, rigor was maintained by the process of methodological and theoretical memos being written by the researcher throughout the process that provide an audit trail for the decisions made as coding progressed and categories were identified.
A continuous literature review was performed throughout the study as a source of data and used for comparing and contrasting data (Charmaz, 2006) . This review was a source of sensitizing concepts that provided additional data and ideas as the analysis of the data continued. Sensitizing concepts provide general reference about a concept and, therefore, provided directions along which to look at the data (Blumer, 1969b) . For example, denial is a commonly used concept in health care (Telford, Kralik, & Koch, 2006) and is a generality that assisted the researcher in considering data gathered and formulating one of the core categories found in this study, minimalization. Final categories emerged from the analysis process and represent an initial understanding of the processes of managing and coping with diabetes at work for individuals 55 and older.
RESULTS
Three categories that emerged from the data-minimalization, fearing the future, and taking up self-management at work-are presented in this article, along with a preliminary conceptualization as to their inter-relationships.
Minimalization
Minimalization is the process of minimizing the impact of diabetes on work. All participants engaged in this process to greater or lesser degrees. Several conditions were observed that contributed to individuals engaging in this process: having knowledge but not relating it to self; optimism that protects from acknowledging the true impact of diabetes; circumscribing the impact to a defined time and place; and the lack of immediate consequences, which is an inherent characteristic of the disease process.
Dan, diagnosed with diabetes in graduate school and now working in a high-technology company, does not think diabetes impacts his work life. This perspective continued despite his having a significant hypoglycemic episode at work for which paramedics were called: I don't see it as very impactful on my work life and the exceptions have been unintentional. ... I took insulin with the food I had in the morning and then didn't get a chance to eat lunch and by 3 o'clock in the afternoon, I was on a very long phone conversation with a customer and my blood sugar dropped to the floor and I was unable to communicate with him. I just stopped being able to respond to him. Fortunately, ... he knew who my manager was and my manager's phone number so he called my manager and said, "Something's wrong with Dan." And, they called the ambulance and I ended up getting treated by the paramedics and being taken to the hospital for observation. So that had a big impact on work that day. That's only happened once ... So, it hasn't had much of an impact.
By indicating that this episode impacted his work one day only, Dan is circumscribing the impact, keeping it limited, despite the potential for repeat episodes.
Dan scrupulously plans his food intake and avoids eating in the cafeteria or going out to eat with coworkers due to his diabetes. He eats either before or after special occasions to stay on his diet:
Feeling deprived was such a big deal for me. I've even been to two business dinners at some very nice restaurants and I didn't eat anything. I was the only one at the table who didn't eat. Urn, I had to watch a table full of colleagues tuck into Cherries Jubilee one night (chuckles) and that's my favorite dessert on the planet (laughs).
Dan laughed at this recollection, but his laughter may be hiding his feelings of loss. This possible meaning will be validated in a follow-up interview with this participant in a study currently being conducted, which will have an increased number of participants and multiple interviews with each participant.
Carla, a 70-year-old woman who works as a director in a high-technology company, thought she had pre-diabetes, a diagnosis she minimized and largely ignored for more than a year. Even when hospitalized, she continued to engage in minimalization:
They brought up the diabetes again. So, they sent someone from the diabetes area and she gave me the testing kit, and told me some things about nutrition, and I, I didn't really take it seriously.... So I came home and I did test a little bit but I didn't have a lot of information about it and I was getting like 120 readings and I figured well, that's fine. And so I sort of stopped testing.
She persisted with this perspective until confronted multiple times with the reality that what she believed was pre-diabetes was, in fact, diabetes. She experienced several symptoms during this period, most notably fatigue. She did not believe that the symptoms were due to her disease:
My husband said, "Your symptoms have gotten worse and maybe that's why you're feeling poorly and you know, maybe not following the diet and doing what you're supposed to do" ... and I guess I had forgotten that cause I just tend to keep going. Carla acknowledged that she "keeps going" despite symptoms, another form of minimizing. The process of accepting that she had diabetes and was at risk for complications took some time.
Butch, a 60-year-old part-time high school coach who is taking insulin, states:
It's never affected me with the medication there on the job, not one time. I take my medications in the morning and two in the afternoon and my insulin once a day and that's it. ... And I always take my medication, sick or not. And I was sick recently. I'm okay now.
Butch's assertions occurred in the context of being off work when interviewed due, in part, to diabetes:
Well, I was sick since Labor Day and the doctors think that has something to do with it (the diabetes), why I was so sick. But that's the first time I have ever been sick for that long, for over 6 weeks.... There's a symbiotic relationship between what I had and being sick.
Another aspect of minimalization for Butch is his belief that he will never have a hypo-or hyperglycemic episode at work, despite his having had one episode of each that resulted in hospitalization. On the morning of the interview, he reported that he had ketones in his urine because his sugar was so high: When asked what would happen if he had an episode at work, he denied having any concern about it, continuing, "I hope it doesn't happen in the street. You don't know when it can happen."
Fearing the Future
Fearing the future is dread, or apprehension about what is to come as a result of diabetes and projecting the future impact of diabetes on work. All of the participants related fears regarding the potential for future complications impacting work. Conditions that contributed to fearing the future included awareness of complication potential and experience with others diagnosed with diabetes.
Dan, who spends his entire workday in front of a personal computer, states: Carla fears having a stroke, a life-changing event she has increased risk for because she has diabetes and a family history of stroke: I'm having the headaches. You know, the worst thing-the scariest disease for me is not cancer but a stroke ... My grandmother had several strokes ... and I remember, the first one she had, she was probably 50. And she was still young and she really dressed up, in high heels and ... I remember it so distinctly ... And then the second one was years and years later and she had some problems with one side and she had to go to rehab and everything, but it is just a very frightening thing to me to not to be able to do everything that I want to, you know ... I just have this total fear about that ... (deep breath) So, uhm, that's a little sc ... I get stressed when I get headaches ... you know, my grandmother never had symptoms-I guess they call it the silent killer ... I forgot to say my mother had a stroke and died from it.
Carla's memory of her grandmother's stroke is vivid and present for her. She greatly fears having a stroke and being unable to do all that she wants to do. This memory is much more salient for her than that of her mother, who died of a stroke but did not have diabetes.
Clara, a nurse in employee health, is anticipating using insulin soon, despite having diabetes for only a few years:
And I know it's going to happen. I can see it happening ... I'm dreading about becoming hypoglycemic. Urn, I'm dreading, you know, about the swings-the highs and lows. I'm dreading that it'll have to be monitored so much more closely than what I'm monitoring now ... But having, you know, two, three kinds of insulin, you know ... I dread being on dialysis. I would absolutely hate it. I think dialysis is like the end.
Clara has fears about the rapidity of the progression of disease. She articulates that this is already impacting her work:
It's affected my ability quite a bit .... I can't tell if it's peripheral neuropathy or if it's some other kind of restless leg thing. I suspect that it's peripheral neuropathy ... to me, that's scary because I haven't been diabetic that long and already I'm getting peripheral neuropathies.
Clara has concerns about the future cost of medication because she is taking a significant amount for diabetes and comorbidities: I'm taking a ton of medicine now, mostly related to the diabetes and even with my insurance plan, paying between $5 and $25, my co-pay is $5 or $25. I'm taking like 19 different medicines and it's costing me AAOHN JOURNAL. VOL. 59, NO.5, 2011 about $300 a month---out of my own pocket. I cannot imagine what will happen when I have to go to Medicare. I just-I think I would be one of these people that would have to make a decision between eating and taking your medicines.... That's a huge concern forme.
Taking up Self-Management at Work
Taking up diabetes self-management at work is the degree to which self-management behaviors are incorporated into work. This category had wide variability among the participants, with some engaging in selfmanagement extensively and others to a more limited degree. Some of the strategies that facilitated self-management included having a structured routine, following or internalizing imperatives, and seeking alternatives. Some barriers to self-management included faulty explanatory models, lack of privacy, and not wanting to stand out.
When Carla accepted that she had diabetes instead of pre-diabetes, she embraced aspects of self-care that would help her manage the disease. She began paying attention to her diet and activity. Because it was difficult for her to schedule activities into her usually hectic workday, she began scheduling time on her computer to remind her to test her glucose after meals. She kept her glucometer and blood pressure cuff on her desk as visual cues to remember to test: "So, that was a challenge-at work, trying to test throughout the day and do my blood pressure monitoring."
Carla sought alternatives to strict dietary proscriptions, looking to others to help her:
Then I started pulling up information off the computer to see what different people would say about diet cause some were really strict about what you can, the whole fruit thing, so maybe I thought I can't eat fruit. So one site said yeah, you can eat fruit, but you just need to remember when you eat it and what you had before, ... In the cafe. I started asking, "Is there sugar in that sauce?" So, A., who is the manager of the cafe, she hears everything, she's at the cash register, so she said to me, "I noticed you've been asking questions and you've changed eating, so do you have diabetes?" So I said, "Yeah, I do." So she watches things now. She'll say, "Don't take this, too much sugar. Don't take that." Carla, the high-technology company director, has found others giving advice to her supportive, in direct contrast to how Clara, the employee health nurse, views others knowing about her diabetes as opening the door for others to dictate her actions:
About testing her blood glucose, Clara shares:
Well, that's a problem because sometimes I don't get to. A lot of times at lunch, I don't have the privacy to do the test. Urn, when I work overtime and I have supper at, urn, work as well, then, yes, I can do my testing at work. But lunch time is difficult to do at work. Clara's need for privacy interferes with her self-management behaviors at work. She does not want to stand out. Testing openly at work might draw attention. Clara also has difficulty planning her food intake to meet her needs:
When I'm at home, I don't need to eat breakfast so early. Right now, I eat breakfast at 5:00 or 5:30 and I eat lunch at noon. That is such a long time span in between. I am starving about 10:00. And, urn, I mean, that's 5 hours after I've eaten and it's only 10:00. It's really difficult for me to go until noon.
Matt, a 64-year-old accountant who is self-employed in retirement, related that he is so focused on his work that he forgets to eat. He stated, "I'Il go to my computer and start talking to someone and I'll forget that I took my insulin. Three hours later, I'll start to feel a little weak because my blood sugar's down to below 60." This type of behavior recurs often enough for him that his wife will query his eating patterns for the day when she comes home from work. Matt stated, "... and my wife comes home and will say, 'You know what, what have you had?' and I'll say, 'Nothing, I haven't eaten all day. So what, I didn't die'."
DISCUSSION
The purpose of the Diabetes at Work pilot study was to examine factors impacting older individuals' experiences managing diabetes in the workplace and maintaining gainful employment. This pilot study illuminated some experiences of workers 55 and older with Type 2 diabetes who are trying to integrate disease self-management into their work life. Participants in this study engaged in minimalization, a process of minimizing or circumscribing the impact of diabetes on work. In other words, participants generally limited the impact of diabetes at work by demarcating the effect to isolated incidents that occurred without considering the potential for recurrence of similar events. Participants also exhibited fearing the future, dreading or being apprehensive about the future of disease progression and its possible impact on work. The degree to which participants engaged in diabetes self-management at work varied, and barriers as well as facilitators to self-management were articulated by various participants.
Key Findings
Minimalization could be viewed as a form of denial, a labeling concept too readily applied to those with chronic disease who are not compliant with health care providers' views on the disease, appropriate treatment, and effective personal coping (Charmaz, 1991) . However, minimaliza-tion may stem from, as Charmaz (1991) suggests, "the reality of their experience" (p. 20), in that the participants in this study have not necessarily experienced sufficient direct impact of diabetes on work to make diabetes a major consideration in the work environment. During an episode of hyperglycemia or hypoglycemia, the impact may be clear; at other times, disassociating the illness from work appears to commonly occur.
Minimalization may also be a way of protecting themselves from stigmatization, a reality for individuals with diabetes affecting their experience in the workplace. Being stigmatized as a result of having diabetes was not overtly discussed by participants in this study. However, the potential for stigmatization is possibly one reason why one participant did not disclose her diagnosis to coworkers and may contribute to another participant's choice not to eat with coworkers. Goffman (1963a) contends that an individual with an unknown potentially stigmatizing condition attempts to hide it. One participant's flippant remark to his wife about not dying when he failed to eat after taking insulin may represent what Goffman (l963b) describes as "hostile bravado" in response to stigmatization. Feeling stigmatized is another area that participants may be unable to articulate due to its threat to self-identity. Stigma associated with having diabetes is an area for theoretical sampling in a future study. Goffman (l963b) conceptualized stigma as an individual attribute that is discrediting; or, as Williams (1987) interprets, "a permanent spoilage of identity is involved" (p. 139). Stigma involves blemishes or deformities of the body and is related to character and social groupings or collectivities (Goffman, 1963b; Williams, 1987) . Broom and Whittaker (2004) summarize the experience of stigma well when they state that "people with diabetes are vulnerable to being stigmatized by friends, other diabetics, and health professionals" (p. 2374). Coworkers, supervisors, managers, and human resource personnel may be likely additions to this list.
The participants' minimalization reduces their effectiveness at self-management. The minimalization present in these participants' accounts of managing diabetes at work focuses on the as yet unanswered question: are these participants unable to articulate, as Charmaz (2004) suggests, what most concerns them? Further study must attempt to investigate this aspect of the processes occurring in the work environment.
Fearing the future, a key category derived from the data in this study, is consistent with Chesla et al.'s (2000) discussion of "future worries." Future worries in that study included physical decline, finances, ability to work, need for insulin, and disease being a threat to identity. All of these aspects of future worries were reported by participants in the current study. Specifically, fears of stroke, being on dialysis, and losing vision were articulated by the Diabetes at Work participants. All of these future fears have significant potential to impact individuals' ability to work. These fears could also dramatically impact all aspects of the participants' lives.
For these participants, fearing the future and the nature of their expressed fears suggested that they are aware of the potential for complications of diabetes and that these complications may have profound effects on their ability to work. An implicit underlying assumption of diabetes education is that rational individuals will try to prevent these complications through glycemic control if they perceive themselves at risk. Effective self-management is crucial to glycemic control. However, reporting fearing the future did not universally result in improved self-management at work. This result may also be related to the lived experience of the participants in this study. The potential impact of future fears is most likely in the background, not relevant to the here and now of working and all the demands that work imposes, unless an incident or a major exacerbation of diabetes brings fears to the foreground.
Taking up diabetes self-management at work was reported to greater or lesser degrees by participants in this study. This finding has implications for glycemic control and, eventually, for complications that may impair participants' ability to work, as those who do not effectively take up self-management are more likely to experience less desirable outcomes. For some of the participants, their level of self-management while at work was less than their level of self-management while at home. This may be related to the minimalization that occurs and will be more fully explored in a subsequent study.
The degree to which taking up diabetes self-management at work occurred may reflect participants' engaging in long accustomed ways of being due to lack of adjustment to the reality of having diabetes and the far-reaching implications this has for life and lifestyle. When an individual is ill, including having chronic illness, old habits and ways of being in the world lose relevance, even though the individual still engages in them (Benner & Wrubel, 1989) . For individuals with diabetes, living the way they always have means eating the same foods, engaging in the same (usually inadequate) level of physical activity, and working the accustomed way. This old way of being certainly does not include all the behaviors necessary to establish and maintain glycemic control. This unconscious way of being is known as embodied intelligence-the rapid, nonconscious way individuals grasp situations and their personal meaning (Merleau-Ponty, 1947 /1964 .
The conception of embodied intelligence applies to the experiences of this study's participants. The embodied human can take on new, relevant ways of being when major life change, such as the onset of diabetes, occurs (Benner & Wrubel, 1989) . Incorporating the disease and its management into embodied intelligence optimizes living with this chronic illness in both personal and work life. Benner and Wrubel (1989) describe this desired state of embodiment that an individual with a chronic illness such as diabetes can achieve-one in which the behaviors necessary for symptom and disease control become part of the day-to-day way of being-part of the background meaning. The participants in this study demonstrated varying degrees of embodiment in relation to diabetes, AAOHN JOURNAL· VOL. 59, NO.5, 2011 evidenced by differing levels of taking up diabetes selfmanagement at work.
For the pilot study participants, the categories of minimalization, fearing the future, and taking up diabetes self-management at work are related to each other. The Figure depicts the relationships observed. Positioned at each point of the Diabetes at Work triangle are the three core categories identified in this pilot study: minimalization (Min.), fearing the future (Fear), and taking-up self-management at work (SM). The relationship seen between minimalization and taking-up self-management at work is depicted in the triangle on the left of the Figure, while the relationship between fearing the future and taking-up self-management at work is shown in the triangle on the right of the Figure. Generally, when minimalization was higher, self-management behaviors were less. And, counterintuitively, the more fearing the future was present, the less self-management occurred. This is the opposite of a common assumption held by many health care professionals-if clients know the potential complications of an undertreated disease, they will engage in disease-specific health-promoting behaviors. Minimalization and fearing the future were also related for the majority of participants, but which is the antecedent is not yet clear; therefore, it is depicted by the two-directional arrow at the top of the Figure. 
Study Implications
Occupational health nurses should be aware of the difficulties employees with Type 2 diabetes face in the workplace, as nurses can support self-management and ensure appropriate accommodations when indicated. Being aware of the potential that workers with diabetes will minimize their illness and its impact on work, may experience stigmatization, and have fears about their ability to continue working due to diabetes provides a starting point from which to achieve the ultimate goal of incorporating the disease and its management into a new embodied intelligence that will enable them to live optimally with diabetes. This approach will have significant impact on both their personal and work lives, including work productivity.
Limitations
The major limitation of this study was the small number of participants, all with high levels of education. The conceptualization of category relationships is tentative, based on a small number of participants, and needs to be re-evaluated in light of interviews with additional, diverse participants.
CONCLUSION
For older working adults with Type 2 diabetes, the process of taking up diabetes self-management at work is impacted by the degree of minimalization and fear of the future effects of diabetes on life and work. In subsequent studies, theoretical sampling (Strauss & Corbin, 1994) that includes individuals with clear understanding of the impact of their disease process on work may further clarify emerging theories and achieve the desired multiple perspectives of this population.
This research provides an initial understanding of the processes and lived experience of older workers with Type 2 diabetes. With further understanding, nurses can foster change, facilitating improved self-management in the workplace. This work has potential to improve the lives of individuals, preserve their productivity in the workplace, and allow them to continue working until they choose retirement.
